THE Peutz-Jeghers syndrome consists of familial polyposis of the gastrointestinal tract, associated with pigmentation of the buccal mucosa, the face and other parts of the skin. This condition, once seen, can be diagnosed by simple observation. It has only been generally recognized for the past eight to ten years, though by 1957 Bartholomew et al. were able to record 75 cases of the syndrome.
It is interesting to note that it is probably as common as familial polyposis of the colon. This represents approximately 15 new cases of the syndrome being born to healthy parents in Great Britain annually (Dormandy, 1958) . It is a condition which should be recognized because treatment is of such importance.
In 1896 Sir Jonathan Hutchinson first described twin girls in whom he had noted extensive pigmentation around the mouth and nares, but he did not pay more attention to it than that. In 1919 Parkes Weber recorded that one of the twins had died eleven years later following an operation for intussusception. Two years later Peutz of the Hague recorded his famous family in which he was able to collect 7 proven cases of the syndrome extending over 3 generations.
In 1949, Jeghers and his colleagues reported a further 10 cases, and made an extensive review of the literature. In this country Tanner (1951) reported to the Dermatological Section of this Society a family who showed gastric and jejunal polyposis associated with pigmentation.
My own interest in this condition arose in 1944 when I recorded (Foster, 1944) 2 cases of polypi with intussusception occurring in father and daughter, both patients exhibiting oral pigmentation. At that time I was not aware of the syndrome described by Peutz. This family was carefully studied and a further member aged 11 years presented with pigmentation and abdominal pain, but no definite polypi were found on investigation and laparotomy was not considered justifiable. However, thirteen years later this patient presented with acute symptoms, and was DECEMBER operated upon for intussusception due to an intestinal polyp of typical Peutz type.
More recently, a young girl of 12 years has been under my care. She had first presented with rectal bleeding, but the syndrome was recognized and she has been shown to have gastric, intestinal and colonic polypi. There is, however, no family history obtainable.
The polyps are predominantly in the small intestine. They rarely occur in the stomach or colon.
It is important to note that periodicity of growth of the polypi is common and there may be long quiescent periods. Thus any attempt at total ablation of the polypi at any one time will fail.
The polyps are composed of well-differentiated epithelia covering smooth muscle. Some irregularity of acinar cells may be present, and this together with the apparent invasion of the deeper layers probably accounts for the reported malignant change which has been recorded in these cases.
Reports from the Mayo Clinic (Bartholomew et al., 1957) and the views of Morson (1958) suggest that these polypi are not neoplastic, but are more in the nature of a congenital abnormality or hamartoma. If this is the case, then they are not precancerous. I do not think there is at present sufficient evidence for regarding Peutz-Jeghers polyps as precancerous.
The syndrome is inherited through a mendelian dominant gene and the offspring of those with the disease have a 50 % chance of being affected. The clinical picture is interesting and can be very confusing. The story is one of repeated intussusceptions which are usually transient, obstruct rarely and strangulate exceptionally. Attacks of colicky pain with the patient frequently feeling a vague lump are the main complaints.
Self-induced vomiting, postural changes or abdominal pressure may quickly abort the attacks of pain. Little wonder therefore that many of these patients have been labelled as hysterics.
Rectal bleeding is an uncommon feature.
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Meeting July 9, 1960 Pignentation consists of tiny dark brown or black macules grouped predominantly around the mouth, nostrils and eyes. They are not hairy or vascular and may vary in number from a few to several hundred. The degree of pigmentation bears no relationship to the severity of the intestinal symptoms. Pigmentation may occur towards the bases of the nails and on the palms and there is a tendency for the fingers to be clubbed. Beginning at birth or in infancy the pignentation fades towards puberty. It must be emphasized, however, that the buccal lesions remain unchanged and this site of pigmentation, often fainter than on the face, is a sine qua non of the diagnosis. Associated abnormalities such as adenoma of the bronchus, adenomata of the bladder and ovarian cysts may be present. The diagnosis is self-evident and investigations are not essential. Occasionally barium studies will show extensive gastric and intestinal polypi, whilst barium enema studies or sigmoidoscopy may reveal colonic polypi.
Acute cases usually present with intussusception which frequently resolves spontaneously and only rarely requires urgent intervention. In the chronic case, conservatism must be the watchword. In view of the tendency to bursts of spontaneous growth of the polypi no permanent cure can be assured even if all the polyps present at one time are removed and operation therefore should be avoided if possible. This policy is I believe safe in view of the present conception of the underlying nature of the lesions. Should surgical intervention become necessary the emphasis must be on conservative methods and extensive resections are to be condemned.
The following papers were also read: Mammary Mutations.-Dr. J. JACOBS. The paper referred to many physical abnormalities in the breasts which tended to increase the mental anxiety in the mother. A series of slides was shown of these abnormalities. 
DEMONSTRATIONS
The Handicapped University Student.-G. GRANT, M.B. The development of special university health services has enabled the extent and nature of illness and disability among students to be investigated, and morbidity studies have shown that disorders of a "chronic or continued" nature may be responsible for as much as 40% of the total sickness experienced during a givenperiod (Grant, 1957) . The purpose of this communication is to illustrate-against a background of general morbidity-how the seriously handicapped student may make a success of a university career and to discuss some of the problems involved. Table I gives the prevalence of certain chronic disorders among a group of some 2,008 students attending a Welsh College during a single academic year. Not all the conditions enumerated were the cause of serious handicaps, but experience in the University of Wales as a whole during the past twelve years suggests that, provided there is reasonable certainty about academic ability, quite severe physical and even psychological defects need not necessarily prove a bar to university education. For example: Case L.-A male student, partially-sighted as the result of interstitial keratitis at the age of 11, whose entry to university was delayed by the development of respiratory tuberculosis, obtained an Honours degree in three years.
Case II.-A woman student had a pneumonectomy at the age of 9 for bronchiectasis. The remaining lung was diseased. No formal education was received until the age of 16. She entered university at 22 years of age and after obtaining an Honours degree in three years, successfully completed a Social Science course.
Case II1.-An overseas student was found to be suffering from cerebral cysticercosis but obtained a Pass degree in four years despite major epileptic attacks. Case IV.-A student with Morquio's disease entered university at the age of 19 having made normal educational progress and is managing a degree course in engineering satisfactorily despite occasional absences with respiratory infection.
Cases V and VI.-Among those with orthopiedic disabilities one student with congenital absence of both femora and another with congenital absence of hands and feet have managed university courses.
